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PRACTICAL PSYCHIATRIC PROBLEMS IN DENTISTRY* 
HENRY HARPER Hart, M.D., New York, N. Y.t 


It is due to the labor and genius and 
perspective of one great man that a psy- 
chiatrist has anything to say to the den- 
tist at this time. Forty years’ ago a psy- 
chiatrist had little to tell the dentist, and 
vice versa. Forty years it has taken tie 
medical profession to accept the unpala- 
table observations of Sigmund Freud 
which they originally regarded with 
laughter and scorn, Our medical profes- 
sion is still dominated by the mechanistic 
and materialistic outlook of Virchow but 
it is gradually turning more and more to 
the understanding of the psychological 
constitution of the individual for etiolog- 
ical factors, factors which it had before 
carefully refrained from examining. We 
are both faced, dentist and psychiatrist, 
with problems that we cannot take light- 
ly. You are faced with the yet unsolved 
problem of dental caries for which a 
thousand theories are rampant, and we 
are faced with an ever-increasing load of 
psychoses and neuroses so that our state 
hospitals, sanitariums and private offices 
are overcrowded with the victims of our 
neurotic culture. We are here to consider 
to what extent these two fields of ours 
overlap and have contributions to make 
to one another. The aim of this paper is 
to throw light upon some of the practical 
problems which the dentist has to face in 
his office. Not being a dentist and hav- 
ing had only an emergency experience 
with extraction, it is necessary for me to 
derive my information from contacts with 
dentists whose psychological insight has 
been variable, but who are reflecting 
keenly upon the psychological aspects of 
their jobs. An attempt shall be made to 
keep theory and hypothesis out of this 
paper and tell you what processes in the 
psychiatrist’s experience are at work be- 
hind the peculiar symptom _ pictures 


* Read before the Connecticut State Dental So- 
ciety, May 19th, 1948, at Hartford Conn. 
+ Associate in Psychiatry, Columbia University. 


which confront the dentist. Some obser- 
vation must be made, however, in terms 
of psychodynamics and comparative ana- 
tomy and to show how our interpretations 
fit into the total picture. 


THE ORAL ZONE 


Let me begin with a few remarks about 
the oral zone. It is the earliest and most 
important organ of aggression in animal 
evolution. We have but to compare the 
jaws of the Brontosaurus and Tyranno- 
saurus, the jaws of the Cretacian duckbill 
with its two thousand teeth and the enor- 
mous sharks of the Devonian period to 
see the truth of this. Even the lowly 
insect has multiple mandibles that seize 
his prey and demolish it in a thoroughly 
hand-to-mouth fashion. The first cranial 


- nerve to be myelinised is the trigeminal 


or fifth, which supplies the jaw and 
mouth and teeth. The oral zone is the 
first in the infant to become sensitive to 
pain and touch. Man has not become 
less aggressive in the course of evolution, 
he has only substituted speech for the 
gnashing of his teeth. Hence, though 
his jaw recedes in importance his oral 
zone is still an organ that is so destruc- 
tive that the wild mouthings of Hitler 
could send millions of men into battle 
and death. Malicious gossip is far more 
deadly a weapon than an actual bite with 
the teeth—even from the man _ who, 
according to the recent papers, refused 
to pay the dentist for his denture and bit 
the dentist in his rage. 


THE DISSATISFIED PATIENT 


Every physician and every dentist en- 
counters the patient who is r.ever satisfied 
with anything or anybody. Nothing suits 
him. Often with meticulous exactitude 
he will point out the flaws in your work 
and no matter what you do will complain 
in a more or less vague and illogical 
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fashion. One woman had a shelf devoted 
to all the sets of artificial teeth which 
various dentists had constructed for her, 
often costing a great deal. But nothing 
that any dentist could do could satisfy 
her. If you go into a more detailed 
inquiry into their dental history you will 
find that Dr. A was too careless, Dr. B 
was too blunt, Dr. C was cold and in- 
different, Dr. D was too friendly, Dr. E 
was too mercenary and expensive, Dr. F 
was too unsure of himself and Dr. G 
was too cocky and authoritative. In- 
quire if the patient was ever thoroughly 
satisfied with any dental job done for 
him. The chances are that he will not 
be able to recall. anything that any den- 
tist did that was thoroughly satisfactory. 
A detailed investigation will reveal that, 
similarly, the doctors of medicine and 
other specialists were unsatisfactory. 
From this you can go to other human 
contacts. How friendly and hospitable 
are these people? They may mention 
someone whom they declare they like, 
but if you wait patiently they will soon 
offer something they dislike about that 
person. After the long list has been 
gone through it is clear that the patient 
is dissatisfied with everything outside of 
himself. What about himself? It is 
at this point that the patient is beginning 
to get on to what you are driving at and 
he is almost ready to admit that there are 
things about himself that he is not 
satisfied with. There is something thai 
he wants that he cannot get. Certain 
women are subject to prolonged spells 
of restless dissatisfaction with themselves 
and their marital life which the most 
protracted running around to doctors 
only partially succeeds in removing. As 
one restless woman expressed it, ‘Ever 
since my marriage I have been philander- 
ing around with doctors.” People pro- 
tect themselves against a deep inner dis- 
satisfaction by what we call “projection” 
of that dissatisfaction into the outer 
world. Often it is the malicious cruelty 
and meaness of himself that the patient 
could not acknowledge. For example, 
one woman who annoyed many dentists 
with pain in the teeth and jaw, without 


organic cause, atoned for the violence of 
her malicious tongue by these symptoms. 

Dentists particularly are vulnerable to 
the dissatisfied patient. They want to 
be appreciated for the work they do 
and therefore their professional Ego or 
Pride is wounded when their patient 
seems to take a delight in throwing it 
out the window. The dentist is apt to 
blame himself or try desparately one 
measure after another in an effort to 
satisfy the unreasonable demands of these 
patients. He may try to assume an air 
of extreme politeness, suppressing his 
anger and impatience, only later to ex- 
plode his wrath upon his secretary or 
technician or to show impatience with 
the succeeding patient. It may not occur 
to you that the over-demanding patient 
really wants to annoy you so that he can 
say to himself—'‘See, none of these den- 
tists really want to help me. Nobody 
cares for me. Nobody can help me.” 
This type of patient actually has almost 
no friends because he bores them with 
his perpetual discontent, and his nearest 
relatives are so apt to be bowed down 
and dispirited by his complaints as to be 
quite helpless in the situation. The 
dentist when confronted with these exact- 
ing patients has the choice of trying des- 
perately but with futility to please and 
placate while suppressing as much _hos- 
tility as he can—only to let it out on 
other people—or instead he may review 
with this patient his general dissatisfac- 
tion which expresses itself not merely 
with dentists and physicians but with 
life in general, thus indicating that this 
is not primarily a dental condition but a 
personality problem of which the teeth 
are but a symbolic expression. These 
are psychiatric patients and we cannot 
deceive ourselves that they are not. It 


is the dentist’s fear of offending these” 


offensive people that holds him back from 
frankly and seriously handling the prob- 
lem as it should be handled. 

There is a not inconsiderable group of 
women who secretly enjoy the spectacle 
of an impotent man, particularly if they 
have had the satisfaction of rendering 
him impotent. This taking away the 
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man’s potency gives them a sense of 
masculine supremacy and of being in 
control of the man. Every dentist en- 
counters the castrating patient who is 
either a phallic woman or a man whose 
homosexuality is thinly disguised. These 
people are never satisfied with what the 
dentist does for them and complicate 
the dental treatment by various objections 
and criticisms. Some of them contrive 
to place the dentist in the role of having 
ruined them orally, which is a sort of 
oral rape phantasy. The best way to 
safeguard yourselves from people of this 
sort is to listen carefully to the long 
diatribes against your predecessors in 
which you may be sure that in a short 
time the same thing will be said of you. 

I can remember one doleful woman 
who made the dental clinic thoroughly 
tired of her complaints about how certain 
dentists had extracted a third molar and 
thereafter she had a permanent pain in 
her jaw. Nothing could be found to 
account for the pain until she was re- 
ferred to psychiatry where it was discov- 
ered that her third molar had been 
extracted at the same time that her lover 
—who could stand her no longer—ran 
off and deserted her for another woman. 
She seemed thereafter to have an aching 
void in her life which was displaced 
from lament for the missing lover to 
lament over the missing molar. Thus, 
she contrived to make the dentist the 
scapegoat for the lover whom she con- 
sidered had ruined her. This woman 
got better after prolonged and patient 
psychotherapy taking over a year, during 
which time she gradually developed new 
interests to replace the missing lover. 

From what has been said, some of 
you might get the impression that I 
suggest that these patients be treated 
with anger and contempt. Quite the 
contrary, my advice is not to lose your 
temper. The best way to keep it is to 
see their traps and not fall into them. 
Many of these patients have never been 
told in a calm, firm and friendly manner 
that life must be extremely difficult for 
them when they have such unreasonable 
expectations. 
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PSYCHOLOGY OF THE FEE 


Another aspect of dental practice upon 
which the psychiatrist might be able to 
shed some light is the psychology of the 
fee. For it is in the many demands 
and the many relationships between peo- 
ple that much can be learned about what 
they do to one another or expect of 
one another. It is unnecessary to tell 
the exprienced professional man that the 
fees per visit should be settled definitely 
and without doubt in the very first visit 
so that the patient knows what to expect. 
Where the cost of a complicated piece of 
dental work cannot be estimated immedi- 
ately the patient should be told that you 
will check up on costs and give him a 
figure later. Patients who do not ask 
about the cost of treatment should be sus- 
pected. They may be telling you that 
money doesn’t matter much to them for 
the simple reason that they do not in- 
tend to pay their bills anyway. Then 
there are people who give t!.: hard-luck- 
poverty story and whom you have good 
reason to suspect are quite comfortably 
able to pay a good-sized fee. Such peo- 
ple not infrequently employ the expres- 
sion, “To be honest with you” or ‘To 
be frank with you” or ‘To tell you the 
truth, Doctor.” I always prick up my 
ears when I hear this expression because 
I know then that there is some conscious 
or more often unconscious deception in 
the offing. I remember the hostess of a 
dinner party to whom I mentioned this 
expression and she exclaimed that she 
wished she had known it three weeks 
before because the cook, who, was always 
saying ‘to be honest with you,” walked 
off the job with her silverware. When 
you hear people using that expression it 
may be advisable, in your own interest, 
to insist on their paying cash at each 
visit and never to let them run up a big 
bill. Probably rarer is the type of 
patient that insists on spending enorm- 
ous sums for his dentistry. This may 
not seem a very important point for you 
to investigate but it does mean—or is apt 
to mean—that the person places an ex- 
traordinarily narcissistic value upon his 
teeth. Such being the case, he may feel 
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entitled to make exacting demands upon 
your time and patience. Then there is 
also the clinging, dependent person who 
has what we might call a strong infantile 
dependent relationship to the dentist 
and who is always arrears in his bills 
because unconsciously he expects the den- 
tist to treat him for nothing, as a father 
or as a lover. A dentist can get involved 
with relatives in this connection, who de- 
mand the best for the least cost and who 
at the same time try his patience by 
criticizing him and not giving the fullest 
confidence which they might give to 
someone not related to them. Remember 
that the patient who professes a great 
friendship and confidence in you may 
want to extort from you a reduction in 
fees as a price for this friendliness. It 
places you in an awkward position for 
you feel that you are rejecting this friend- 
liness when you do not comply with his 
desires. Do not fool yourself in this 
connection, for the patient does not 
regard you as highly as you may wish to 
believe. He may be secretly playing a 
game with you and depreciate you if 
you are taken in by this. He will have 
a greater respect for you if you stand 
firmly by your fees letting him take them 
or leave them. There are, of course, 
patients on whom the fee is a very great 
hardship. You can assure yourself of 
this by discussion with them about in- 
come and expenses and agree to reduce 
the fee to one which can be comfortably 
accepted in their circumstances, with the 
knowledge that should their income in- 
crease it would be fair enough to suggest 
that they pay a little more. Not infre- 
quently, patients will pay their bills 
promptly at first and later on in treat- 
ment show a dilatory attitude. It is best 
to discuss with them this change in their 
attitude for it may reflect a repressed 
dissatisfaction and disappointment in the 
treatment. If you can get them to come 
out frankly about this feeling and their 
expectations it will clear the atmosphere 
between you, but if you feel duped or 
cheated by your patient it arouses in 
you a resentment which may make you 
feel guilty and uneasy and which may re- 
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sult in a diminished interest in the pa- 
tient’s dental work. 

Occasionally you may encounter a pa- 
tient who insists upon placing a large 
sum of money at your disposal, saying 
that he wants you to take your expenses 
out of that. He seems to be placing you 
in the role of the father who is to take 
care of his financial responsibilities, im- 
plying that he himself is not adult 
enough to take care of them. Such 
patients may later confirm this depend- 
ency craving by falling in arrears in pay- 
ment, so that if they begin by wanting 
to overpay you it may predict an uncon- 
scious desire to later underpay you or 
run up a big bill which they feel you 
have no right to demand of them. Be- 
fore leaving this subject of fees let me 
reemphasize that in their monetary deal- 
ings with you, people will express their 
character. In general, those who pay 
promptly are most appreciative of your 
work and those who pay irregularly are 
apt to devaluate it. You cannot afford 
to be prudish about money matters and 
whenever something irregular or unusual 
comes up you should not hesitate to ex- 
plore the reason for it. 

I remember a rather arrogant and care- 
less young man who always fell into 
arrears in connection with his bills. This 
was accompanied by increasing tardiness 
for his psychiatric appointments, leaving 
so little time for these that he reduced 
the treatment to a farce and in doing so 
showed a depreciation of me and his 
treatment. He was told that he would 
have to take his treatment more seriously 
or we would have to discontinue it. 
Henceforth he would have to pay for 
his treatment in advance. It is rare that 
I suggest anything like this, but it was 
a protective measure which proved fruit- 
ful for when he learned that I would not 
devaluate his treatment or myself as he 
had done with his parents, he took the 
procedure more seriously and began really 
to come to grips with himself. 


RELATION OF DENTIST TO PROBLEM 


All this discussion might well evoke 
in your mind the question: To what 
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extent should a dentist become a psychi- 
atrist, to what extent should he probe 
into the emotional problems of his pa- 
tients? Some dentists are apt to conclude 
after a few lectures from the psychiatrist 
that they are equipped to question their 
patients on all the details of their in- 
timate lives. I cannot emphasize too 
strongly that this would be as much of a 
mistake as if a psychiatrist, after hearing 
a few lectures in dentistry, felt himseif 
equipped to treat his patients’ teeth. 
You are likely to find yourself in a 
thankless position of being told that you 
are not being paid for psychiatric advice 
but for dental care. Again, the dentist 
who indulges in this sort of thing may 
find himelf burdened with a transference 
problem that will embarrass and anoy 
him. This is particularly true of women 
who, if they End a patient and sympa- 
thetic listener in the dentist, may come 
to him more and more for his guidance 
and less for his dental skill. Eventually 
you may find yourself being asked to 
solve problems which are beyond your 
scope, causing bitterness and frustration 
to both the patient and yourself. 

I have known dentists who have prac- 
ticed hypnosis on their patients to reduce 
pain and anxiety over pain. This may 
seem like a justifiable procedure at times, 
particularly when they are protected 
against legal suits on the ground of 
seduction by the presence of a nurse or 
technician as a witness. Many patients 
undoubtedly respond well to hypnotic 
suggestion and cease to be troubled by 
excessive pain or salivation. Actually, 
teeth can be extracted and painful surgery 
performed under the analgesia induced 
by hypnosis, but it is doubtful in my 
mind if it gives the dentist as reliable 
an instrument as gas anesthesia. Many 
patients cannot be hypnotized whereas 
others are extremely suggestible. In both 
instances you are faced with danger. In 
the first case you do not get enough 
analgesia to make the time-consuming 
Process worthwhile and in the second in- 
stance you may develop such a depend- 
ent transference relationship that you can- 
not shake it off and it becomes a burden 
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on you, weakening the self reliance of the 
patient if repeated too often: It is also 
advisable to remember that: every hyp- 
nosis unconsciously means a seduction. 


EMOTIONAL DEPENDENCE 


This brings us to the problem of that 
emotional dependence which we all 
“transference” which every medical per- 
son in authority develops whether he 
knows it or not. Every person to whom 
we entrust our bodies for treatment, 
sooner or later becomes a figure of au- 
thority who commands the irrational re- 
spect we originally held for father or 
mother. The dentist therefore becames 
a father figure. He is a man of power 
with a formidable and potent: instrument 
with which he can penetrate and drill. 
He is a wielder of magic.’ It is by 
perceiving this hangover from primitave 
thinking that the dentist will not delude 
himself into thinking that the exagger- 
ated respect some patients may show him 
is due entirely to his own extraordinary 
charm and skill. 


A young woman entering the dentist's 
office for the first appointment pulled up 
her skirt to adjust a garter, thus dis- 
playing her shapely legs. The dentist in 
this instance knew enough to understand 
that this young woman was aiming, per- 


haps unconsciously, to seduce him. He 


was alert enough to expect further evi- 
dence of a desire for his amorous atten- 
tion. With a professional friendliness 
he could remark to the young woman 
that perhaps she wanted him: to be in- 
terested in her as a woman and not 
merely as a dental patient. Such a re- 
mark, uttered not with a note of sneering 
ridicule but with sympathetic understand- 
ing could be calculated to excite little 
hostility and perhaps after some initial 
denial a reassurance to the young woman 
that he was neither angry nog erotically 
excited by her invitation. 


Many women enjoy a sort of vicarious 
pleasure in having the dentist insert the 
instruments into their oral cavity, even 
though it causes pain. When such a 
woman comes back again and again for 
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relatively unnecessary dental work, the 
dentist should ask himself if this female 
is not deriving unconscious erotic pleas- 
ure—not unmixed with punishment—at 
his hands. For example, one patient I 
knew of at the dental clinic routinely 
swooned in the chair of one particular 
dentist. It was as if she were saying:- 
“To you, Doctor, and to you alone will 
I entrust my body. You may do with 
it what you will.” Needless to say, any 
dentist who falls into such a trap and 
responds amorously impairs not only his 
professional skill and objectivity but also 
his professional ethics. 

Male homosexuals and those whose 
homosexuality is not far from the surface 
may respond in a similar coy and long- 
suffering way, and it is wise that the 
dentist should recognize such attitudes 
so that he does not allow himself either 
to reject the patient or encourage him 
in his expectations. I have known of 
several men who have expressed a sym- 
bolic need for castration displaced to the 
teeth by asking that perfectly healthy 
teeth be removed for obviously uncon- 
scious reasons. Such persons are apt to 
show a passive, submissive relation in 
their behavior with the dentist. Need- 
less to say, any interpretation of this 
attitude as being founded on homosexual 
impulses will meet with more or less 
violent rejection so it is wise to say 
nothing about it. I knew of one young 
homosexual who at the time that he 
was engaging in oral and anal perver- 
sions bled from both gums and hemor- 
rhoids, thus represen*ing a displacement 
to dentist and proctologist of his original 
sexual orgies. 


ATTITUDE TOWARD EXTRACTION 


Dentists are becoming increasingly 
aware of the fact that the patient's atti- 
tude toward extraction is determined by 
psychological factors and emotional needs 
which account for very extraordinary ex- 
pectations. We have at the one end of 
the scale people who have such extreme 
fear of losing a part of their bodies that 
they refuse to go to a dentist even when 


their teeth are exfoliating. At the other 
end of the scale are the people who 
want an entire set of fairly healthy teeth 
extracted completely. I need not dwell 
too long on the mechanism of the first 
variety. We find women at the meno- 
pause particularly fearful and reluctant 
to part with their teeth. To see one by 
one such losses occurring at the time 
when they are threatened by the loss of 
feminine attractiveness and reproductive 
capacity is a great blow to feminine pride 
in body beauty, and some patients ac- 
tually become depressed after such ex- 
tractions. I learned from Dr. Duhl of 
a 44-year-old woman who before attempt- 
ing suicide insisted upon the removal of 
fifteen teeth at one sitting. Her suicidal 
attempt consisted of taking enough lum- 
inal tablets to put her in a coma for 
three days. After the extraction of the 
teeth she had many dreams of death and 
dead relatives. This woman’s dental ex- 
pression seems therefore to have had an 
unconscious suicidal significance. Plenty 
of case material has been offered by 
Menninger in his writings to indicate the 
significance of partial suicide in poly- 
surgical addiction. Dr. Sabloff of New 
York told me of a 48-year-old woman 
who rejected the idea of the menopause 
and retained with intense pride and 
tenacity a number of loose and infected 
teeth that should have long been replaced 
by a denture. Another peculiar attitude 
towards extraction is exemplified by a 
40-year-old man who after having all his 
healthy teeth extracted divorced his wife. 
What the relationship between these two 
events might be is obscure without some 
psychoanalytic study. It is clear to all 
of you that some serious upheaval was 
going on in this man and extraction 01 
this kind may have satisfied some self- 
punishment or atonement for some con- 
ceivable guilt. Darlington mentions 4 
man who had his teeth extracted because 
of remorse over his evil deeds. He had 
a great shame of facing people and felt 
that his discolored teeth were a sign of 
his wickedness. This man was unable 
to receive any food from his sister be- 
cause of sexual fantasies with her. Weiss 
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mentions a middle-aged woman who had 
both a fear of infection and cancer phobia 


with hand washing compulsions. Her 
guilt and need for expiation was so great 
that she persuaded a dentist to remove 
her perfectly good teeth. Ernst Blum 
reported the case of a young man who 
avoided a matriculation examination by 
having all his teeth extracted. 

Particularly interesting is a group of 
cases in which, having had all their teeth 
extracted, there is a definite resistence to 
the idea of having dentures made, or 
if dentures are made they do not wear 
them but prefer to continue in the eden- 
tulous. state. My impression is that 
amongst these patients there is a partial 
regression to early infantile dependence. 
Their speech becomes less distinct, their 
food must become softer, their jaws 
shrink, and the cases which I have seen 
have been on and off relief with on char- 
itable organization or another. In other 
words, they want somebody else to take 
care of them. I am not able to say how 
much malice and backbiting these patients 
were guilty of before this edentulous state 
was arranged but it would not be surpris- 
ing if this symbolic.expression may not 
have been punishment for just such 
aggressive wishes. My impression has 
been that their oral cravings are great, 
some even becoming alcoholic, while 
others wish to devour their love objects 
or at least cling to them like leeches. 


INFANTILE ORAL DEPENDENCE 


A regression to infantile oral de- 
pendence was well illustrated by a man 
whose analysis was interrupted during a 
vacation. At this time his wife departed 
on a long holiday with a lady Fiend, 
which caused the patient to be left alone 
during a month of extensive dental ex- 
traction. He had to suffer not only 
the pain of the extraction but adjustment 
to the new denture. He felt deserted, 
castrated and infantile, and slipped back 
into the former habit of drinking to 
excess, in the companionship of a Negro 
gardener. When his wife returned she 
found him unable to resume his work as 


the support of his family. This man 
had suffered severe traumatic deprivation 
in his life when he was three. His 
father, a young man with a brilliant 
career, had died leaving his mother to 
take care of three little boys. She was 
often absent teaching school and in the 
end she went into a depression, wandered 
away from home and eventually com- 
mitted suicide which made the patient 
feel remorseful and destined to the same 
fate. It is not suggested here that the 
dental extraction caused all this regres- 
sion but it is probable that the neglect 
of his teeth which necessitated their ex- 
traction was part of a general return to 
infantile oral dependence. 

Summing up, then, we may say that 
from prehistoric times to the present, 
both in primitive and advanced cultures, 
the removal of a tooth has had the sym- 
bolic meaning of castration, much as the 
offer of a lamb on the altar of a god 
was a substitute for human sacrifice. An 
eye for an eye and a tooth for a tooth 
became the talionic law which has dom- 
inated our uncounscious for thousands 
of years, ever since there was any form 
of law. Hence we may conclude that the 
need for expiation and atonement may 
underlie many a needless extraction. 


BRUXISM 


A common enough condition puzzling 
and perplexing to the dentist is bruxism 
or teeth grinding. For this condition 
the trained psychiatrist 
can be of assistance to the dentist. Much 
of this tooth grinding occurs in sleep and 
is associated with nervous tension. Sachs 
found that in 68 cases of periodontal 
disease, 16 occurred in people who 
ground their teeth. Saul reports the case 
of bleeding gingivae and a sore jaw 
in a man who ground his teeth in his 
sleep. Sachs found that in these cases 


of tooth grinding there was insufficiently 
abreacted anger and hate, and Saul found 
that rage and oral thwarting caused this 
tooth grinding. Bartemeirer found that 
people who ground their teeth or awoke 
with their jaws clenched showed much 
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oral aggression during their sleep which 
apparently was repressed during con- 
scious daily life. James Glover described 
an oral erotic fetichist who ground his 
teeth at those who specially angered him, 
and Edward Glover reported a person 
who had paroxysms of tooth grinding 
with the thrusting of the hand into the 
mouth during periods of unconscious de- 
privation. A woman was described by 
Sachs who ground her teeth at night 
when angry with her children and after- 
wards complained that her teeth were 
looser. Kardiner described a case of 
traumatic 7 whose incisors were 
ground down from chewing on objects 
during twilight episodes and Frohman 
reported a woman of 32 who ground 
her teeth day and night and had suicidal 
fantasies as well as dreams of her teeth 
being extracted. When her phobias of 
death and fear of loss of teeth were 
analyzed, her bruxism disappeared. All 
these cases indicate sufficiently that the 
primitive gnashing of teeth which our 
ancestors engaged in when angry has 
become repressed in the course of civili- 
zation ae reasserts itself in sleep and 
dreams when the primitive part of our 
personalities can partially the 
censor. One must not jump to the con- 
clusion that it is easy to get at these 
psychological findings, particularly in 
clinic patients who see no sense in going 
to a psychiatrist when it is their teeth 
that are bothering them. In another 
generation or two it may be taken for 
granted that such somatic problems will 
need both somatic and psychological at- 
tention. Many conditions in which emo- 
tional factors have never been thought 
of as having any possible relationship 
will in the future reveal the persistence 
of constitutional disposition and organ 
choice, and the psychological conflicts 
connected with these will be taken for 
granted. 


APPROACH TO PATIENT 


At the present, however, we still have 
an enormous task to get people to reverse 
their flight from the psyche into the 


soma. There is a reason for this. It is 
like asking the smuggler to tell where he 
has concealed his contraband. Naturally 
he is going to deny any contraband what- 
ever. Guilt and shame are avoided if 
the neurotic conflict can be expressed in 
purely somatic terms. As long as we can 
deny emotional tensions we can be free— 
at least as far as consciousness is con- 
cerned—from guilt and anxiety. So the 
gain of illness is very great and we often 
tail to shatter it. When the dentist 
finds a complaining, inwardly dissatisfied 
patient who shows no dental pathology 
he is faced with an alternative, either 
to go on tinkering with him though 
really accomplishing nothing except more 
or less reluctantly complying with the 
conflicting neurotic demands, or else he 
can refer the patient to a psychiatrist. 
This must be done with a certain amount 
of tact. Over and over again dentists 
tell me:—"I told Mrs. Smith there was 
nothing I could find wrong with her 
teeth. Everything that must be done has 
been done and since she is nervous | 
sent her to a nerve specialist, but do you 
think she would go? No, sir! She just 
shops around to other dentists. She says 
there must be something in her teeth that 
the doctors have overlooked.” When 
referred to the psychiatrist the sterotyped 
reply is apt to be “Do you think I'm 
crazy "; proving the doctor wrong 9% 
wanting to feel that they are suffering 
wrong at his hands is an important in- 
gredient in this answer. If they are to 
perceive their guilt-ridden desires they 
would become intolerably uneasy and 
restless but would have to face disagree- 
able realities about themselves. For them 
it is more comfortable to feel that th: 
doctor, who is in the unconscious, really 
father, has wronged them. The quick: 
ness with which these patients attribute 
to the dentist the idea that they are 
“crazy” is significant. It points at least 
to a tendency to put in the dentist's 
mind a rejecting, insulting, depreciatory 
attitude. Where does this attitude come 
from? Obviously, since the dentist is 
not concerned with taking such an atti 
tude, it is one which the patient projects 
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upon the dentist. He says in effect:— 
“It is not I who am insulting, it is he.” 
The more uncounscious guilt over his 
aggression a patient has, the more likely 
is he to resent any referral to psychiatry. 
For we must remember that it takes a 
fairly secure ego structure to be willing 
to criticize itself. People who cannot de- 
velop self criticism will never go to 
psychiatry but will continue to shop 
around to other doctors whose attention 
is directed solely to the somatic approach. 
They avoid insight by running from one 
doctor to another, blaming them for lack- 
ing insight into their condition. 

The best approach that I can suggest, 
one that would be the least threatening 
to the patient’s self esteem, would be 
something like this:—‘“Mrs. Smith, the 
most careful examination of your teeth 
shows there is nothing in either your 
teeth or jaws to blame for your com- 
plaints. To spend any more time and 
money on dental work seems to me a 
waste. On the other hand, you have told 
me that you are under some nervous 
strain and tension. We know that this 
can affect the teeth. I advise you to see 
Dr. Blank, who can help you find out 
what causes this nervous tension. I will 
call him and make an appointment for 
you. Talk everything over with him 
frankly and he may be able to help you.” 


THE CHILD PATIENT 


Another problem in which the psychi- 
atrist should be able to offer some sug- 
gestions to the dentist is the problem of 
the nervous and fearful child. Since it 
is necessary that children learn early to 
take care of their teeth and may neglect 
this because of inadequate discipline or 
attention from their parents, you will 
find that the problem is often more the 
handling of the oversolicitous parent 
than of the timid child himself. The 
child who approaches the dentist's chair 
as if it were an auto, da fé in a chamber 
of horrors is usually a child who has 
been maternally over-protected. The 
child may have a deep fear of the father 
and wants to remain always close to 


mother. Actually, such fearful children 
are never entirely sure of anybody's love, 
mother’s or father’s, but you will usually 
find the anxious, over-protective mother 
clinging to the child and hy her exag- 
gerated anxiety suggesting to the child 
that he is in for something pretty terrible. 
Hence the mother in most instances is 
better out of the operating room and 
should be told to stay in the waiting 
room. It is best, with the timid, fearful 
child not to introduce treatment immedi- 
ately but to play with him, talk with 
him, talk to him about teeth, show him 
models, old dentures and even instru- 
ments. Let him handle the drill himself 
and work it on something. In this way 
he learns to play an active role as den- 
tist, which is the child’s natural way of 
mastering anxiety derived from the pas- 
sive, submissive position. It is curious 
that the greater the attachment to and 
dependence on the mother, the greater 
the fear of symbolic castration. For the 
child unconsciously feels guilty of his 
desire to possess the mother and feels 
that all grown males are his rivals who 
will punish him for this desire. It seems 
to be the experience of most dentists 
that I have asked about this matter, that 
little boys are more frightened of the 
dentist than little girls. A glance at the 
Oedipus complex can explain this. To 
be manipulated by the father, though 
painful, is still a passive pleasure to 
the litle girl and a manifestation of his 
love. To the boy, on the other hand, 
it has more of the quality of a punish- 
ment to which he resistingly submits. 
Knowing the unconscious roots of the 
fear of the dentist, we are in a better 
position to known what to do about the 
fearful child. One of the best ways 
of overcoming the fears of a persori is to 
identify it with him. - Hence the dentist 
by playing with the child, coming down 
to his level, builds up a transference, a 
confidence in the child that he is not 
such a terrible ogre. No trickery or 
deception should be permitted at any 
time with the child. He should never 
be told that it won’t hurt when it does. 
It is best to ask him if it hurts and to 
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increase his pride in his ability to stand 
pain rather than to give the impression 
that pain is something horrible. The 
more you can show the child about teeth, 
others’ and his own, the more interesting 
and scientific his experience with you can 
become. I do not know how many of 
you may have become dentists because 
some dentist in your past represented 
a kindly, fatherly person whom you could 
admire and respect. Explain everything 
to the child so that he feels a partner- 
ship in the process and that you are one 
of his pals. 

Some dentists have found it useful 
when they have a large practice among 
children to have a cooperative child 
patient in the chair when the new patient 
arrives so that he can see at first hand 
what goes on with the other child. The 
new patient may be invited to see what 
the dentist does and may note the calm- 
ness and lack of fear of the other child. 
This sight of another boy or girl calmly 
accepting treatment helps to neutralize 
the intense anxiety which the mother may 
have instilled into her over-protected 
child. Parents are sometimes apt to 
represent to the child that the dentist 
is a terrible bogey who will punish them 
if they misbehave. Such a punitive atti- 
tude builds up the same fear and mis- 
trust of the dentist as the child already 
has for his unwise parents. * 

Stimulating the child’s pride in his 
teeth could be done if the dentist were 
less rushed with cases. He should be 
allowed to look at his teeth and derive 
pride in their gradually being corrected. 
Explaining the process that is being car- 
ried out and even giving some kind of 
prize for good dental care and coopera- 
tion, are all ways of stimulating the 
child’s narcissistic satisfaction in his teeth 
so that he can become proud of a mature 
attitude in regard to them. 


The orthodontist is confronted with 
the age-old problem of thumb sucking 
which has been blamed for a long time 
for malocclusion. So far as I know, no 
completely scientific foundation has been 
established for this idea, and malocclu- 


sion with deformity of the palate has 


-been reported without thumb sucking. 


It is probably likewise true that thumb 
sucking can occur without serious maloc- 
clusion. How much the hostility to 
thumb sucking is based on the wide- 
spread condemnation of the child’s auto- 
erotic pleasures remains to be seen, but 
it is probable that long before Freud, 
parents were unconsciously aware of its 
auto-erotic significance. Hundreds of 
dentists have applied their ingenuity in 
devising all sorts of gadgets to prevent 
the child from thumb sucking. Unfor- 
tunately, not enough of our attention has 
been directed to finding out why the 
child sucks his thumb. We know that 
the two chief pleasure zones in the child 
are his mouth and the genital organ, and 
in the normal course of development the 
child turns from the earlier oral pleasure 
to the more intense pleasure of playing 
with his genitals. When masturbation is 
strongly repressed the child may return 
to the earlier and more established pleas- 
ure zone. Thumb sucking is particularly 
pronounced in children who feel lonely 
or want comfort and love. It is most 
commonly indulged in before going to 
sleep, which probably revives the earlier 
peace and contentment of the child after 
breast feeding. We know now that 
thumb sucking is most. pronounced in 
children who have not been given 
enough opportunity for sucking pleasure. 
Actually infants need about two hours 
of sucking daily to develop their oral 
mastery. None of us probably completely 
surrenders his oral cravings, as is evi- 
denced by the widespread chewing, suck- 
ing, smoking and eating which adults 
must indulge in. The enormous con- 
sumption of cigarettes is by itself a proof 
that oral cravings ate never completely 
satisfied and are most intense during 
periods of frustration and emotional ten- 
sion. The natives of the East chew 
betelnut, those of South America chew 
coca leaves and even the Eskimo and the 
Indian smoke their pipes. So bear with 
the child when he craves something in 
the mouth. Even if it were scientifically 
proven that malocclusion is caused by 
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thumb sucking, it is the concensus of 
psychiatric opinion that it is better not 
to deny the child this simple, primitive 
safety valve for his emotional tension. 
If we offer a cigarette to an adult to 
promote relaxation we should not deny 
to the child his thumb. It would be 
better if we explored the causes of his 
intense craving and made life more in- 
teresting and lively for him. In most 
instances where thumb sucking is pro- 
longed to puberty and even to adulthood, 
there is a deep dependency and oral 
ication on the mother which requires 
expert analytic attention. 

One ingenious dentist who felt con- 
vinced that the excessive thumb sucking 
of a little boy was preventing the proper 
alignment of his teeth devised a method 
which ultimately caused the boy to stop 
sucking his thumb. The dentist was 
aware of the harm which might occur 
from forbidding the child this pleasure 
and accordingly instructed him to suck 
his thumb at specified intervals three or 
four times during the day, using his 
thumb in different positions so that the 
pressure was never continuously applied 
in one direction. The boy gave up the 
thumb sucking when it. had been turned 
from a forbidden pleasure into a daily 
chore, and the dentist did not stint his 
praise when the boy complied with his 
exercises. 


PAIN 


A talk of this kind would not, I think, 
be complete without a few remarks about 
pain since this subject is always associ- 
ated with the dental chair. The great 
tange of human sensitivity to pain must 
convince the dentist that there are wide 
constitutional variations in’ the capacity 
to endure pain. According to Zigler 
human beings reach the highest level of 
pain sensitivity. The more civilized we 
become, apparently, the more sensitive 
we are to pain yet the more able are 
we to slaughter people by the thousands 
with our improved destructive devicrs 
The person who screams at the slightest 
touch of the drill is paradoxically able 
to inflict plenty of suffering on others. 


Pains in the jaw and mouth are, as we 
have noted, connected with both con- 
scious and unconscious oral aggression 
and guilt. The pain may also signify 
self-punishment for these. It may seem 
quite academic to you to know that the 
word pain is derived from the Latin 
poena and the Greek on which has 
also the meaning of penalty and punish- 
ment. Hysterical pains are almost al- 
ways unconscious self-punishment for 
forbidden sexual and aggressive impulses. 
Thus a man who felt guilty over mastur- 
bation, with marked expression of anx- 
iety, developed a pain in the hand with 
which he held his penis in both mastur- 
bation and urination. hysterical 
woman had a severe pain in the left 
breast while expressing a longing for 
her lover who caressed her there with 
simultaneous repentance for having gone 
too far. Pains in the teeth and jaw were 
reported in .a case by Saul who faced 
his strong oral dependence, after which 
they disappeared. Wherever these pains 
occur without dental pathology some con- 
flict of this sort should be suspected and 
wherever the dentist feels that the patient 
responds excessively to stimuli that 
should not be too painful it is probably 
advisable that some psychological ex- 
ploratioh. should be undertaken if the 
sensitiveness interferes with the necessary 
dental treatment. Nowadays the dentist 
is so amply provided with the means for 
reducing normal pain that when he is 
confronted with abnormal pain he is 
puzzled and here is where the psychiatrist 
if properly trained should be able to 
help him. 


THE DENTIST'S OWN PROBLEMS 


In conclusion, let me offer a few te- 
marks about problems of the dentist 
himself. Dentists, like all other human 
beings in our culture, are ‘assailed by 
emotional conflicts which can impair their 
working efficiency. Bartemeier some 
years ago described a young dentist who 
had the strange compulsion to extract all 
the normal teeth of his men patients 
though he left his women patients’ teeth 
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in safety. It was found on analysis that 
he had a strong castrative desire toward 
his father and his uncle from whom he 
stole cigarettes and other objects, replac- 
ing them with objects of inferior quality. 
This compulsion was carried on into his 
dentistry. The fact that the dentist has 
to inflict pain may lead to conflicts on 
this score with a corresponding masoch- 
istic atonement for the pain he inflicts 
on others. The choice of the mouth 
as a field of operation is also not acci- 
dental. The dentist himself may have 
oral conflicts which if more clearly un- 
derstood by him might enable him to 
work with less strain and emotional! ten- 
sion. The long hours of hard and pains- 
taking work which most dentists have 
as their lot in life takes a great deal of 
energy, patience and self control which 
are a severe tax if they have feelings of 
guilt and anxiety of unconscious origin. 
The dentists that I have known who have 
been analyzed seemed to suffer very much 
less from these strains and felt particu- 
larly able to handle their most difficult 
patients with comparative ease and peace 
of mind. 


CONCLUSION 


Thus we have covered some of the 
problems which the psychiatrist and the 
dentist can work on together with mutual 
benefit. What I have tried to cover here 
may be of help in formulating to you 
some general principles which throw 
light on your ofhce problems. The future 
with its possibility of ever greater col- 
laboration between psychiatrist and den- 
tist offers great potentialities for progress 
in the treatment of our patients. 

1150 Fifth Avenue 
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Board of Trustees Meet 


A meeting ‘of The Board of Trustees of The American Academy of Dental 
Medicine was held at The Hotel Pennsylvania on Oct. 2, 1948. 

Reports of committee accomplishments were submitted by the respective chair- 
men and discussion of plans for the future took place. 

The minutes of this meeting will be submitted to the organization at the next 


general session. 
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DISTURBANCES OF THE SALIVARY GLANDS * 
HERMAN JOSEPH BURMAN, M.D., F.A.C.S., New York, N. Y. 


Because the conditions which affect the 
salivary glands are much more prevalent 
than would be evident from the com- 
paratively small amount of the material 
published on the subject, and because the 
otolaryngologist or dentist, is often the 
first medical adviser sought by the pa- 
tient, an attempt will be made to sum- 
marize briefly, the more outstanding con- 
ditions encountered. It is hoped, that a 
recapitulation, of the signs and symptoms 
of the various conditions, and emphasis 
on the seriousness of some, will stimulate 
perception and observation, which in turn 
will lead to early diagnosis and proper 
treatment. 

The routine examination, after the ex- 
tra-oral inspection, proceeds to the inves- 
tigation of the oral cavity. The color of 
the oral mucous membrane should be 
noted as also the presence of inflamma- 
tion or signs of mechanical irritation. 
One must inspect the general condition 
of the teeth, particularly for the pres- 
ence of calcareous deposits. The plicae 
sub-lingualis, the ampullae of Wharton's 
Ducts, and the ampullae of Stenson’s 
ducts should be located. The presence of 
inflammatory changes, erosion, pus, modi- 
fied or purulent saliva may be evident. 
Each gland should be stripped, by gently 
stroking from the gland towards the 
opening of the duct, and the quality and 
quantity of the saliva thus obtained, 
observed. 

Examination of the floor of the mouth 
is also accomplished manually. If done 
routinely and systematically it will fur- 
nish a great deal of useful information. 
One should be seated, preferably in front 
of the patient who is asked to open the 
mouth, but not too widely. While the 
finger is inside the mouth, palpate the 
floor of the mouth, the extra-oral fingers 
of the other hand-exerting gentle counter- 
pressure. In this way swellings, nodules, 
induration, enlarged lymph nodes, cal- 


* Read before the American Academy of Dental 


Medicine, June 12, 1948. 


culi, and points of tenderness will be 
elicited. The full extent of the normal 
parotid gland is difficult to palpate, be- 
cause of its prolongations, but the sub- 
maxillary gland is easily felt, as a smooth, 
rounded gland, of moderate firmness. 
Should one discover a hard nodule, par- 
ticularly along the course of the duct, 
with tenderness or sharp pain on palpa- 
tion, the presence of a stone is to be sus- 
pected. A tense swelling of the gland 
with no induration of the surrounding 
area is indicative of non-suppurative in- 
flammation, while a suppurative condi- 
tion, if present, will be manifest by a 
considerable localized edema and accom- 
panying fever. A dense nodular painless 
growth, particularly if in the parotid 
gland must be suspected of being a mixed 
tumor or malignant neoplasm in the early 
stages. 

Duct probing and the introduction of 
radio-opaque material into the ducts and 
glands will not be described, except to 
note that the openings of the submaxil- 
lary ducts are smaller than those of the 
parotid, that a disclosing solution such 
as acriviolet or dilute iodine, and the use 
of a magnifying loop may be helpful, 
and that the parotid duct opening is at 
the base of the apron of the so called 
wattle, and that when this wattle is com- 
posed of multiple papillae, the opening 
is at the base of the most anterior one. 


DYSFUNCTION OF THE SALIVARY 
GLANDS 

Patients may consult the physician, par- 
ticularly the otolaryngologist or the den- 
tist, because of excessive salivation or 
dryness of the mouth. 

Excessive secretion (ptyalism or sia- 
losis) is normal in infancy. Teething also 
causes a marked increase in salivary flow. 
In older individuals, many causes must 
be considered if salivation persists, among 
those being fifth nerve irritation, chorda 
tympani irritation from middle ear dis- 
ease, nervous instability, pancreatic dis- 
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ease, exophthalmic goiter, anemia, vari- 
ous types of stomatitis, pregnancy, lacta- 
tion, and gastric disturbances. Salivation 
may be part of the clinical picture of 
epileptic seizures, rabies, bulbar polio- 
myelitis, insanity, idiocy and severe emo- 
tional disturbances. The treatment con- 
sists of prescribing astringent mouth 
washes, and atropine. The galvanic cur- 
rent may be tried, but is of doubtful 
value. 

Aptyalism (oligosialia or dry mouth) 
may be a sequella of general diseases 
such as the anemias, typhoid fever, 
mumps, sepsis, diabetes, and nephritis. 
Sometimes, it results from irradiation 
therapy, or it may be due to the use of 
atropine, belladonna or opium derivatives. 
Xerostoma implies a complete or almost 
complete lack of salivary secretion, pre- 
senting a picture of parched, fissured, 
glazed tongue with pale, dry, shiny buc- 
cal membrane, dried and cracked lips. 
The tongue depressor seems to adhere 
somewhat to the tongue and raises the 
“nap” of the papillae. The condition is 
persistent. The treatment is directed to- 
ward restoring the gingivae and teeth to 
the best possible state, the removal of all 
foci of infection, a diet rich in vitamins 
and attention to oral hygiene. Pilocar- 
pine should be tried as _ hereinafter 
described. 


This condition is to be differentiated 
from the burning tongue associated with 
anemias, irritations due to poor oral hy- 
giene and faulty dental restorations, her- 
petic or aphthous stomatitis, and Muel- 
ler’s glossitis with its bald tongue patches. 


No specific etiological factor has been 
demonstrated in the great majority of 
persons who have consulted the physician 
or dentist on account of .dry mouth. 


The pathological change responsible 
for the dysfunction cannot be revealed. 
Nevertheless, the evidence derived from 
a therapeutic test clearly indicates that the 
secretory merves are defective in this 
group of patients. In this connection 
prompt physiological action of the mech- 
anism of salivation after the administra- 
tion of pilocarpine has been demon- 


{96 } 


strated. The drug shows a predilection 
for the end organs of the secretory 
nerves, and the response which it elicits, 
is proof of the presence of some dis- 
order in the secretory fibers of the sali- 
vary glands. If administered in large 
enough doses at regular intervals and 
under proper conditions pilocarpine is 
often a specific agent for the restoration 
of the normal function of salivation. 
Pilocarpine hydrochloride or pilocar- 
pine nitrate is taken orally in 10 mg. 
doses three times a day. It should be ad- 
ministered before meals in order to pro- 
mote salivation when it is most needed. 
A practical point of great importance is 
the preparation of the patient for the 
maximum utilization and effectiveness of 
the drug. The purpose of this prepara- 
tion is to increase the conductivity of 
nerve tissue and is accomplished by pro- 
ducing in the patient a mild state of 
acidosis. The maintenance of the maxi- 
mum effect of the drug can be insured by 
the regular administration of the acid- 
forming salt, ammonium chloride. Thus, 
it is recommended that the alkalies be re- 
stricted in the diet, and that the patient 
be given 3 gm. of ammonium chloride 


with meals, three days ‘‘on” and two 


days “‘off’” during the uninteriupted ad-. 


ministration of the pilocatpin. 

Organic lesions of the central nervous 
system also may produce a salivray gland 
dysfunction but they are associated con- 
spicuously with paralysis of other cranial 
nerves. 


INFLAMMATION OF THE SALIVARY 
GLANDS 


The process may be primary and lim- 
ited to the salivary glands, or the glands 
may become involved secondarily in the 
course of a systemic disease. A study of 
the anatomic relationship of the salivary 
glands, discloses that in the case of the 
parotid gland, some lymph nodes are sit- 
uated on the capsule and some are in the 
gland substance itself. In the case of the 
submaxillary gland, the nodes lie on the 
capsule. The relationship suggests that it 
is possible for an inflammatory swelling 
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to be present in the area of the salivary 
gland which may at first be wholly a 
lymphadenitis. There has been observed 
inflammatory swelling over the site of 
the parotid and submaxillary glands, from 
infection in the lymph nodes, without 
marked involvement of the salivary gland 
itself, but this infection may involve the 
gland secondarily. Some inflammations of 
the salivary glands, particularly the paro- 
tid may be of metastatic origin. 

Infection of the salivary glands in the 
presence of neck and dental disease are 
the most common type. The parotid and 
the submaxillary glands lie in their own 
compartments of the cervical fascia and 
are separated from each other by a union 
of the enveloping fascia between the 
glands. The external layer of the parotid 
fascia is very tightly fastened to the 
overlying superficial fascia, and it is dif- 
ficult to separate the two. It is at- 
tached above to the zygoma, for which 
reason swelling which involves only the 
parotid gland or its fascia is limited 
above by the zygoma. The internal sur- 
face is in relation with small veins which 
enter the formation of the facial and ex- 
ternal jugular veins. There are a number 
of lymph nodes both on its capsule and 
enmeshed in its structure. Because of this 
vascularity and the rich distribution of 
lymphatics, early sepsis is to be expected 
when it is severely involved. When in- 
fection of the parotid and submaxillary 
glands accompanies deep cervical fascia 
infection, this may not be appreciated be- 
cause of the already eixsting severe sep- 
sis, and the modification of the signs and 
symptoms by the co-existing inflammation 
of the adjacent structures. The retroman- 
dibular process or extension of the paro- 
tid gland forms part of the external wall 
of the pharyngo-maxillary fossa and at 
its end is devoid of fascia. The pharyngo- 
maxillary fossa is divided into two un- 
equal parts or compartments by the struc- 
tures attached to the styloid process. That 
part situated in front. of these is the an- 
tetior compartment, and that behind is 
the posterior compartment. This space is 
filled with loose areolar tissue, but in 
NO sense is a cavity until this loose tissue 


has become infected, suppurates and is 
destroyed. The great vessels and their 
sheath are situated in the posterior com- 
partment. Infection in the pharyngo-max- 
illary fossa quickly involves the parotid 
gland, and when this occurs the infection 
is both within and without the capsule. 
Infection in the anterior compartment of 
the pharyngo-maxillary fossa gives an un- 
mistakable triad of signs, viz., swelling 
of the lateral pharyngeal wall with pro- 
trusion medially of the tonsil fossa and 
tonsil, trismus of considerable severity, 
and swelling of the parotid area. If, dur- 
ing the course of a deep parapharyngeal 
infection, swelling of the — gland 
region occurs with these other signs one 
may be sure of infection in the pharyngo- 
maxillary space. The inflammatory swell- 
ing of the parotid gland increases the 
trismus and intensifies the pain on chew- 
ing because of its relationship with the 
neck and ramus of the jaw. Otalgia is a 
common symptom. Swelling of the neigh- 
boring lymph nodes is present, and if 
those in the upper adjacent cervical re- 
gions are involved the parotid swelling is 
continuous with the cervical swelling 
lower down. Tenderness is present over 
the whole area of swelling. It sometimes 
happens that an abscess in and about the 
parotid gland ruptures into the external 
auditory canal through the fissures of 
Santorini. The treatment consists of 
drainage of the pharyngomaxillary ab- 
scess. 

The submaxillary glands are more 
commonly involved with lymph node ab- 
scesses than are the parotid glands. In 
relation with the capsule of the submaxil- 
lary gland there are several lymph nodes 
which receive drainage from the tongue, 
floor of the mouth, teeth and alveolar 
process of the mandible. When these 
nodes are inflammed and swollen the ap- 
pearance is the same as when the salivary 
gland is inflammed and swollen, in fact 
some inflammation of the salivary gland 
itself is unavoidable. In practically all 
cases of the Ludwig’s angina type the sub- 
maxillary salivary glands are involved. 
Infection in the submaxillary region from 
whatever cause, practically always  in- 
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volves the submaxillary salivary glands, 
one or both. This gland is much more 
loosely held in its recess than the parotid 
gland, and as its posterior end is bent 
around the posterior border of the mylo- 
hyoid muscle, part of the gland is lo- 
cated in the floor of the mouth above the 
muscle. It is to be seen that the gland 
thus can be a direct avenue of infection 
from mouth to neck. From this it is also 
seen that it is a direct avenue of approach 
in the search for pus. Excision of the 
gland is practiced as a drainage measure 
especially when there are calculi in the 
gland. Occasionally one sees an acute in- 
fection of the sublingual salivary giand, 
but it is not so common. The cause is not 
always ascertainable though it may be sec- 
ondary to dental infection. In Ludwig's 
angina with the pronounced inflammation 
in the floor of the mouth the sublingual 
glands are always involved, but this in- 
volvement is completely overshadowed by 
the general induration. 


Dental extractions have frequently 
been the forerunner of infection in the 
salivary apparatus. It is also possible that 
a latent dental infection, when interfered 
with or lighted up by dental extraction, 
may be the cause of the acute exacerba- 
tion. 


In the differential diagnosis, roentgen- 
ograms of both of the ducts and glands 
with films of the jaw to exclude osteo- 
myelitis should be made. 

Acute infections may also be caused 
by irritation due to calculi, rarely, for- 
eign bodies, the continual use of atro- 
pine, and oral sepsis. Another factor, 
particularly as to the parotid gland, is the 
withholding of fluids by mouth following 
operation elsewhere on the body which 
causes dehydration and partial or com- 
plete obstruction of the salivary ducts. 
It may also occur as a complication of 
general diseases such as septicemia and 
pneumonia, and it occurs most frequent- 
ly after severe debilitating abdominal or 
pelvic injury, or operation. In such cases 
the exact mode of involvement is obscure. 
In fact, knowledge of the exact pathway 
of involvement from the primary pelvic 


» 


or abdominal disease to the salivary 
glands is not yet established. Two path. 
ways come under consideration, the 
blood stream and the duct system of the 
gland. That the blood stream is not al- 
ways the pathway is indicated by the 
fact that the kind of infecting organisms 
recovered from the abscess of the glands 
is not always the same as the kind of or. 
ganism found in the provocative source. 

Vitamin A deficiency has been shown 
to cause atrophy of the epithelial lining 
cells of many of the epithelial structures, 
including the salivary glands, genito- 
urinary tract, respiratory tract, and cor- 
nea of the eye. Following the atrophy 
there is metaplasia from the normal stra- 
tified columnar cells into keratinized 
cells which desquamate and accumulate 
in the ducts and acini forming masses 
which cause obstruction. A diminished 
secretion and excretion, of saliva results 
and there is dryness of the mouth. In the 
presence of bacteria which are present in 
the duct, this is the start of infection. 

When the parotid gland is involved it 
is usually on one side. The onset is sud- 
den with increased elevation of tempera- 
ture and toxemia. There is local swelling, 
tenderness and pain in the temporoman- 
dibular joint; sometimes painful swal- 
lowing, and otalgia. If not aborted at this 
stage there occurs redness of the skin and 
fluctuation from abscess formation. In 
some cases suppurative localization takes 
place very slowly. In others abscess for- 
mation is rapid and pus may be expressed 
from the duct. When an abscess has 
formed, large incisions are not necessary 
provided they go through the capsule. 
Incision should be withheld until one is 
certain that there is suppuration, but 
spontaneous rupture through the overly: 
ing skin and occasionally into the canal 
of the ear occurs if incision is delayed 
too long. If roentgen therapy is applied 
as soon as any symptoms are recognizable 
the prognosis is much better in that it 
may not go on to suppuration. Radiation 
therapy is very important in the earliest 
stage. Later its efficacy is much diminished 
or nullified. Radium has also been ad- 
vocated. 
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The most important factor in the pal- 
liative treatment of parotid abscess is 
hydration. It is absolutely imperative that 
the patient be given sufficient fluid to 
promote the normal function of the ex- 
cretory organs of the body. It is a matter 
of scientific fact that the average adult 
person requires approximately 3500 cc. 
of fluid in twenty-four hours. Obviously 
more is needed when a patient is vomit- 
ing or bleeding, or when there are copi- 
ous discharges from infections in the 
body. If the patient is not receiving an 
adequate quantity of fluid each day by 
mouth it is necessary to administer it by 
the intravenous route. 


Preoperatively and postoperatively oral 
hygiene is of the greatest importance. 
Cleansing of the mouth and teeth by mus- 
cular action and stimulation of the free 
flow of saliva by the use of chewing gum 
is also of considerable value. Adminis- 
tration of vitamins, especially vitamin A, 
is recommended because of its influ- 
ence on the metabolism of epithelium. 
Otherwise the treatment of the parotid 
gland condition consists of the same 
measures, surgical or non surgical, used 
for any localized suppuration, but tre- 
mendously influenced by factors imposed 
by the primary condition. 


CALCULI AND FOREIGN BODIES 


Many authors, even in recent years, 
have insisted that salivary calculus is rare, 
although they simultaneously note re- 
ports of over 500 cases of the condition. 
However, because it has been considered 
a rarity, little effort has been made to 
acquaint the general practitioner with the 
signs and symptoms. This is surprising 
in view of the marked unanimity of de- 
scription by all authors. 


Salivary calculi are concretions like 
those formed in the kidney or gallblad- 
der, but are formed from salts precipi- 
tated from the saliva. When these salts 
ate deposited on the teeth, the deposit 
is spoken of as tartar, which has been 
shown to be in large part inorganic ma- 
terial, about 92 per cent being calcium 
and magnesium phosphate. 


Calculi are found most often in the 
right submaxillary gland and occur more 
frequently in men in middle life. They 
are single or multiple and may be pres- 
ent in more than one gland. The parotid 
is affected next in frequency to the sub- 
maxillary gland. It seems reasonable that 
the salts may be precipitated by bacteria, 
for it has been shown that there is al- 
most always a nidus composed of inflam- 
matory cells or bacteria, or of an in- 
flammatory fibrinous exudate about which 
the mineral salts are deposited. 

The symptoms may be mild or severe 
and they vary with the degree, location, 
and nature of the obstruction. The mild 
ones are often overlooked or unheeded 
because they accompany the early stages 
of the calculus growth. They are: inter- 
mittent irritation, inflammation and dis- 
comfort in the region affected, and there 
may be swelling in the sublingual and 
submandibular regions. Because these 
mild symptoms may appear and disap- 
pear, with only temporary distress for 
the patient, they often exist for some 
time before he seeks medical or dental 
attention. It is the severe symptoms which 
the physician or dentist sees. They are 
sudden, sharp pain on eating, stimulation 
of the salivary flow, swelling which per- 
sists, although it may vary in size, and 
trismus of varying degree. Sometimes 
marked inflammation and _ suppuration 
are present, and there may be fever and 
toxic symptoms if there is pus retention. 

Clinical examination usually reveals in- 
duration of the tissues beneath the 
tongue, or in the cheek, when the paro- 
tid is involved, At times there is a ridge 
over the region of the calculus and usu- 
ally tenderness over the obstruction. Pal- 
pation may reveal its location. There may 
be swelling and induration of the base 
of the tongue and the submandibular re- 
gion when the submaxillary is involved. 
The etiology of salivary calculi has been 
discussed at length by many authors, but 
most clinicians agree in general that the 
predisposing causes are those which aug- 
ment the virulence of buccal organisms, 
that is, defective oral hygiene, general 
and local disease, salivary stasis, and any 
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cause tending to modify the hydrogen-ion 
concentration and the constituency of the 
saliva. 

In the diagnosis, differentiation must 
be made between calculi and Ludwig's 
angina, phlegmon, periostitis, tumors, in- 
fections, cysts, enlarged lymph nodes, 
Hodgkin’s disease, tuberculosis, lues, and 
actinomycosis. 

Because their main constitutent is cal- 
cium in salt combination, calculi may be 
demonstrated on the roentgenogram. 
There are various devices of roentgen 
technique which enhance the visualiza- 
tion. One of these is a film placed in the 
patient’s mouth in the occlusal plane, the 
tube below the chin, and the rays parallel 
to the long axis of the teeth. 

Treatment necessarily varies with the 
stage of the condition. Acute inflamma- 
tory symptoms must be treated for pallia- 
tion, by hot mouth irrigations ok cold 
external dressings. When they have sub- 
sided, most authors agree that removal of 
either the stone or the gland is the 
proper therapeutic measure. However, 
there are quite a few recorded cases of 
spontaneous expulsion and also of ex- 
pulsion following probing and dilating 
the duct for diagnostic purposes. One 
may palpate for calculus along Stensen’s 
duct, or Wharton’s duct which Passes 
from the gland forward between the 
muscles forming the floor of the mouth 
to a small papilla at the side of the 
frenum linguae. The surgical procedure 
for removal of calculi, when ne€cessary, ts 
not as a rule an elaborate one. 


FISTULAS 


Closed or open wounds of the sub- 
maxillary or sublingual glands usually 
heal without marked reaction. They are 
most often due to trauma, but may also 
be due to abscess, ulceration and necrosis 
from tuberculosis and symphilis, and 
rarely it is a congenital defect. Fistulas 
emptying on the skin of the face or neck 
are troublesome, those emptying within 
the mouth rarely require treatment. 
Symptoms consist in the free discharge of 
saliva from the opening, especially on 


eating, with local irritation and eczema 
of the skin. Diagnosis may be established 
by determining the character of the fluid, 
the influence of food and mastication on 
the flow of saliva, and by sialograms 
made after the injection of a or 
iodochloral into the duct and fistula. 


MIKULICZ’S DISEASE 


This condition consists of a bilateral 
chronic, painless swelling of the lacrimal 
glands in association with a similar affec- 
tion of one or more of the salivary 
glands, usually the parotids. (Sometimes 
the accessory glands of the hard palate 
and tongue are also involved.) Enlarge- 
ment of the lacrimal glands is usually the 
first to appear. 

The facial appearance is rather charac- 
teristic, almost grotesque, what with the 
swollen eyelids, the. prominent jowls and 
the head thrown backward for vision. 

The pulse and temperature are normal 
and the general health is unimpaired. As 
the condition is due to the replacement of 
glandular tissue with lymphatic cells, it 
must be distinguished from leukemia and 
pseudoleukemia or lymphoma. 

The prognosis is good although rare 
cases of fatal termination have been te- 
corded. Iodides and arsenicals are said to 
be beneficial. 


EPIDEMIC PAROTITIS (MUMPS) 


This affection is characterized by self- 
limited non-suppurative bilateral infection 
and enlargement of the salivary glands, 
usually the parotid. It occurs as a rule in 
the young and is thought to be caused by 
a filterable virus. It is frequently compli- 
cated by orchitis, oophoritis, mastitis, of 
vulvitis, and is occasionally followed by 
sterility; occasionally it may impair the 
hearing, bilaterally. 

Sometimes the submaxillary and sub- 
lingual glands are also involved, or, tt 
may happen that the. parotid is entirely 
unaffected. 

The disease is most probably transmit- 
ted by droplet infection or by contam- 
inated objects. It is epidemic, and when 
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tae diagnosis is doubtful an inquiry at 
the health department as to the geograph- 
ical occurrence of cases would be of help. 
Isolation is instituted and the patient 
kept on a very bland soft diet. Conva- 
lescent serum can be tried but is of doubt- 
ful value. Hot or cold applications, as 
preferred by the patient, may be used. 


ANOMALIES 


Congenital anomalies of the salivary 
glands are rare except for changes in the 
number and situation of the orifices of 
the submaxillary and sublingual glands. 


KUSSMAUL’S DISEASE 
(SIALODOCHITIS FIBRINOSA ) 


This occurs in adults and is manifest 
by sudden swelling of one or both paro- 
uds, pain trismus, and at times fever. It 
is relieved. after hours or days by the 
extrusion of a plug of mucus followed 
by saliva. Treatment consists in the ad- 
ministration of sodium or potassium 
iodide. 


RANULA 


Ranula is a retention cyst of the sali- 
vary glands in the sublingual region. It 
derives its name from its resemblance to 
a frog’s belly, and it must be differenti- 
ated from salivary gland infections. It 
occurs at any age, in both sexes, and is 
not uncommon. The diagnosis rests upon 
the absence of inflammatory symptoms. 


DERMOID CYST 


Dermoid cysts are, of course, always 
congenital, but they are not as a rule no- 
ticed until middle life. They are caused 
by an inclusion of epiderm within the 
tissues formed from mesoderm, and like 
dermoid cysts in other locations, may 
contain hair, teeth, and other materials. 
They may occur in the midline beneath 
the skin or between the geniohyoglossal 
muscles; laterally below the angle of the 
jaw, and in the submandibular gland it- 
self. Diagnostically, dermoid cysts must 
be differentiated from ranulas, sarcomas, 
lipomas, angiomas, and thyroid tumors or 
cysts. For this purpose, the following 


characteristics are useful: when it occurs, 
a yellowish color is pathognomonic; on 
palpation these cysts yield a doughy sen- 
sation, they are slow in growing, and un- 
less they are tense, they pit on pressure. 
Pain is unusual unless there is pressure 
on the lingual nerve. The position of the 
tongue varies with the location of the 
cyst. The roentgen examination should 
demonstrate the presence of solid inclu- 
sions like teeth, if any are present. The 
treatment is complete extirpation. 


SALIVARY GLAND TUMORS 


These are in, or in the immediate 
neighborhood of, any of the large sali- 
vary glands, most often. the parotid. The 
majority of these tumors are encapsu- 
lated and are benign, but quite a consid- 
erable number exhibit various degrees of 
malignancy. 

More than 90 per cent of these benign 
tumors are the mixed tumors. They are 
usually considered as of being fibromyo- 
epithelial or fibromyochondro-epithelial. 
Besides these forms, adenomas, papillary 
cystic adenomas and basiliomas are 
found. All these tumors should be treated 
even if they have not increased in size. 
Although they may be benign clinically, 
they often have a semimalignant charac- 
ter histologically and possess a potential 
malignancy. They usually develop in the 
parotid gland especially in its retroman- 
dibular, pre, sub, or post aurical areas. 
Mixed tumors occur rarely in the tongue, 
submaxillary and sublingual glands, and 
occasionally develop in the buccal mu- 
cosa, tonsillar region, palate and lips. 
They may appear in individuals of any 
age but especially in men, between the 
ages of twenty and forty. 

The radio sensitivity of these tumors 
is low, but in conjunction with surgical 
removal the end results are improving. 

Preoperative external radiation aims at 
diminishing the vitality of the tumor 
cells, and thereby lessening the risk of 
recurrences after the operation. It is also 
said to make the capsule firmer and thus 
facilitate removal of the tumor intact. In- 
terstitial irradiation is contraindicated, as 
is incision biopsy and puncture, since the 
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capsule should be left intact until the 
time of operation. Surgery should be 
done three to five weeks after the pre- 
operative radiation. 


MALIGNANT TUMORS 


Malignant tumors are either histologi- 
cally malignant from the beginning or 
mixed tumors may undergo malignant 
transformation. 

The malignant mixed tumors are the 
most common and next in frequency 
come the basal cell-like forms. The types 
which resemble basal cell sarcoma and 
the papillary cystic tumors are fairly 
radiosensitive. 

Biopsy should always be considered 
with caution. In a clinically benign le- 
sion biopsy should never be taken. It is 
unnecessary to take a biopsy on a tumor 
which is obviously malignant, when one 
has decided on radio-surgical treatment, 
since a specimen will be procured after 
the operation. From ulcerated tumors, 
however, one may remove a small piece 
with electro-surgery after the irradiation 
has been begun. From malignant tumors 
which are to be treated only by radio- 
therapy and are not ulcerated, histologi- 
cal verification should be obtained by 
punch or aspiration biopsy after a por- 
tion of the irradiation has been given. 
One may also do a frozen section at the 
time of operation and then decide as to 
procedure and extent of the operation. 
However, it is to be understood that as 
a matter of general principle, radiation 
therapy alone is the procedure of choice 
for malignant tumors of the parotid 
gland. 


TUBERCULOSIS AND SYPHILIS 


These are well defined clinical entities 
with published material. Though they are 
rare in the salivary gland their potential 
existence must not be forgotten. The 
Wasserman or Kahn is almost always 
positive in syphilis, and the tubercle ba- 
cillus is demonstrated possibly on smear 
or culture, or after inoculation of the 
suspected material into a guinea pig. 

The following case report may be of 
interest in demonstrating the difficulties 


in diagnosis of the disease of the salivary 
glands: 


Case study: Female, 21 years of age was 
admitted to Harlem Hospital on March 7, 
1947. Her present history showed that she 
had bilateral swelling of the neck for the 
past 15 years; it was more persistent in the 
right side. The left side would swell for a 
few days and then disappear; and this left 
side swelling was usually associated with pain. 
There was nothing unusual in the past history, 

The. physical examination revealed a dis- 
creet nodule on the left side of the neck below 
the ear, and near the parotid gland. On the 
right side of the neck, there was a marked 
swelling of the parotid gland and nodules 
could be palpated in the area of the posterior 
portion of the gland. There was also present 
at this time bilateral follicular tonsillitis. 

The Kahn test was one plus. 

It was thought the patient had a possible 
mixed parotid tumor on the right side. Pres- 
sure against both parotid areas caused some 
milky fluid to appear from Stensen’s duct on 
the right side. This was immediately followed 
by clear material. 

Radio-opaque fluid was injected into the 
tight parotid gland and X-ray report was the 
following: 


3-18-47 ‘Examination of the lower jaw 
shows evidence of injection of  radio- 
opaque material into the Stenson’s duct. 
The proximal portion appears to be nor- 
mal in outline. Laterally and distally, 
there is seen some dilatation. No stones 
are visualized.” 

The patient developed a toothache in right 
upper jaw and a molar tooth was extracted on 
March 27, 1947. The dental department did 
not think that the involved tooth had any- 
thing to do with the aforementioned condition. 

The patient was readmitted on May 23. 
1947 with the complaint that “both sides of 
jaws are swollen and hurting.” In addition, 
the patient stated that she lost 8 pounds; had 
coughed up blood, had night sweats, and 
poor appetite. 

Examination showed that the openings of 
Stenson’s ducts on both sides are inflamed. 
Pressure on the parotid caused purulent-like 
material to come forth in large quantity from 
both sides. 

Culture of the fluid expressed from parotid 
ducts revealed hemolytic Streptococci, Staph. 
albus in predominance and some diphtheroids. 

No acid fast bacilli were found in smear of 
culture. 

The Kahn: at this time was negative, al- 
though it was one plus in the first test. The 
temperature was 101 degrees. The patient 
was given penicillin and the temperature curve 
became flat. Roentgenographic study of the 
chest May 28, 1947 produced the following 
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report, “There is no evidence of abnormality 
ofthe lungs. There is widening of the medias- 
tiqum to the left, possibly due to lymph node 

ith the continued use of penicillin and 
mouth irrigations the swelling of the glands 
gradually subsided and the patient was dis- 
charged. However, the nodes were still pal- 
pable. 

Readmitted on September 23, 1947. The pa- 
tient returned because the right parotid region 
suddenly swelled again on September 16, 1947 
and became progressively larger and painful. 

Examination revealed a large mass in the 
right parotid region which had an area of 
fluctuation in front of the tragus, There were 
smaller fluctuation areas posteriorly and the 
mass felt multiloculated. It extended to below 
the ear. 

The patient had been running a low grade 
temperature ranging up to 101 degrees. 

She became dyspneic and complained of 
pain on left side of chest. 

On Oct. 2, a thoracentesis was performed on 
the left side of chest and about 1500 cc. of 
straw-colored clear fluid was sent to the labora- 
tory for examination. The patient improved of 
her dyspnea soon after the tap. 


The temperature came down to normal and 
stayed there except for an occasional rise for 
a short period at infrequent intervals. 

Spinal tap on November 5, 1947 showed 
clear fluid under no abnormal pressure. The 
Levinson test for tuberculosis was negative. 
The Kahn, one plus. 

Two blood Kahns performed revealed a one 
plus and two plus. Sputum was always nega- 
tive for acid fast bacilli. However, the med- 
ical department felt that the pleural effusion 
on the left might be due to tuberculosis, even 
though it was not found in the fluid. It was 
sent to the laboratory for culture and they re- 
ported chronic inflammatory cells in the cell 
fiuid, no tuberculosis. 

On December 3, 1947 we put needle into 
cystic parotid swelling and removed about 8 cc. 
of opalescent fluid which was sent to the lab- 
oratory for culture and guinea pig inoculation. 
We also sent some fluid obtained from Sten- 
son’s duct for acid fast study. A positive cul- 


ture for tuberculosis was obtained from the 
fluid of the aspirations. 

However, before obtaining this positive re- 
port from inoculation of the guinea pig which 
was about 2 months later, February 2, 1948, 
we decided to radiate the right parotid gland. 

The patient received 1000 R.U. over a pe- 
riod of one week and the swelling became 
much smaller, leaving small multiple discreet 
fibrous nodules in its place. 

We also started the patient on one gram of 
Streptomycin every day for an entire month 
having in mind the danger that the continu- 
ous dosage might impair the patient's hearing. 

Numerous roentgenographs subsequent to 
the chest tap never revealed any pathology in 
the lungs except for the fluid in the pleura. 

The patient was discharged on April 6, 
1948. I saw the patient on May 6, 1948 and 
she looked fine. This was of course, a case of 
tubercular lymphadenitis, with secondary in- 
volvement of the right parotid gland. 


CONCLUSION 
This brief summary is given with the 
hope that both the dentist and physician 
will again be alerted to some of the path- 
ology in the mouth, face, and neck caused 
by disturbances of the sailvary glands. 
1235 Grand Concourse 
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VISUAL AID SUGGESTIONS FOR THE 
TEACHING CURRICULUM* 


GEoRGE J. WITKIN, B. A., D.D.S.** 


Through the use of 16mm. movie film, 
Hitler was able to effectively influence a 
Nation’s thinking and behavior. Effec- 
tive training on a mass production scale 
was accomplished within our own army 
through the extensive use of audio-visual 
aids. Almost every large educational 
project seeks better and more effective 
teaching aids in order to make the learn- 
ing more rapid and permanent. 

Meaningful generalizations and in- 
sights are the objectives of teaching and 
as teachers we should try to gain these 
objectives as efficiently. as possible. Before 
the pupil attains his objective he must 
have basic concrete experiences upon 
which the generalizations may be formed. 
The introduction of concrete teaching ma- 
terials as a basis for experience can not 
help but be successful where verbalism 
is ineffective. 

If we were to teach occlusal equilibra- 
tion by verbalizing alone, how effective 
could this be? If on the other hand we 
teach occlusal equilibration by giving the 
student concrete experience on a model, 
then the generalizations can be effectively 


‘learned. This direct purposeful experi- 


ence then provides a sound basis for in- 


direct experiencing but all experiences no 


matter how concrete or abstract, and no 
matter what teaching medium was used, 


‘must finally be firmly and in an orderly 


manner, interrelated. 

What are “visual aids’? The answer 
most often encountered is motion pic- 
tures. This is but one form of image 
projection, which is but one of a long 
list of aids available. A “visual aid” 
may be any picture image, model or de- 
vice which provides concrete visual ex- 
perience for the purpose of gaining or 
clarifying abstract concepts, developing 
proper motivations and stimulating fur- 
ther activity of the student. 


* Presented at Staff meeting of Periodontia 
Dept., N. Y. U. College of Dentistry. 


**Instructor in Periodontia, New York Uni- 
versity College of Dentistry. 


No one “visual aid” can be said to be 
the best for all purposes but, we may 
choose a correct one for a specific situa- 
tion. A wisely edited version of reality 
is often better than the real thing for 
complicating and distracting factors can 
be removed. This may be called “con- 
trived experience” and models, mock-ups, 
etc., May serve as examples. 

Other instructional methods and aids 
may be the actual real experience or a 
dramatic participation as a substitute for 
the real experience, demonstrations, field 
trips, exhibits, image projections as mo- 
tion and still pictures, radio and record- 
ings, visual symbols and finally verbal 
symbols. 

By application of some of these meth- 
ods to our teaching here, we may find it 
worthwhile to discuss contrived experi- 
ences involving the use of many large 
scale models. There ate several now in 
use that are useful for teaching instru- 
mentation, tooth-brushing and occlusal 
equilibration. Other models may be 
worked up for almost any phase of 
instruction, 

The use of models to work on before 
the actual experience with the patient is 
undertaken, for example, as once we had 
students perform scaling on extracted 
teeth. J. L. Blass suggested another me- 
dium for this in the use of a calf’s jaw 
with the teeth and gingiva intact upon 
which a student may perform any one of 
several operations, as instrumentation, 
gingivactomy, etc. 

Demonstrations have been in use for 
many years and although an effective 
method, it is one that may be much im- 
proved upon by asking oneself the fol- 
lowing questions generally applied for 
analysis of the demonstration: 

Was it well planned ? 

Did I follow the plan? 

Was it correct? 

Was it simple enough for most stu- 

dents to understand ? 
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Did I keep a check for the students’ 
interest ? 

Could all see and hear? 

Were the key points made? 

Did I review and summarize key 
points ? 

Was there a group discussion of the 
important points ? 

Did their discussion show the purpose 
of the demonstration had been at- 
tained ? 

How many have seen a dentifrice in 
cake form? I am sure we can have an 
interesting museum exhibit of various 
kinds of dentifrices. We might keep a 
display cabinet in which interesting pho- 
tos of cases, related excised specimens, 
etc., may be exhibited. 

We might have a slide library and 
projector available for students’ use and 
perhaps on a lending basis for dental 
study groups. We might even work up 
a quiz set of slides to test the effective 
learning of a subject like diagnosis. 

A motion film library would be of 
great value as a teaching aid. It is pos- 
sible for us to make a sound film for 
each “major division of instruction” as 


diagnosis, occlusal equilibration, progno- 
sis, instrumentation, toothbrushing, etc. 
These may be a part of a “visual aid 
lending library.” 

A file of recordings may be used to 
great advantage, for not only may we 
have a record of what was said during 
lectures for the student but also for the 
lecturer who can hear his voice and then 
be his own critic as to content, delivery, 
etc. These should also be available to 
students at most times so that a lecture 
that was missed may be reproduced. In- 
structors, especially the younger men, be- 
fore giving a lecture may listen to a re- 
cording of the same subject matter as 
lectured by another. For this purpose a 
wire recorder would be of greatest value. 

Charts, graphs and bulletins serve 
many useful om snag J. L. Lewis Blass 
and the author have made several charts 
on varied subjects which organize and 
summarize material for the clinic student. 
Charts as these may serve as the outline 
for lectures, group discussions, etc. 

The following is an example of a 
chart which organizes and integrates the 
application of periodontal disease: 


SIGNIFICANCE: 


Consider 


KNOW AND APPLY: 


Use of Standard 


CLINICAL EXAMINATION: 


Show: Ulatrophia 
Gingivitis 
Alveoloclasia 
Periodontoclasia 
Periodontal abscess . 


APPLICATION OF PERIODONTAL TREATMENT 


Dental, Medical, Personal, Integration, 
Consultation, etc. 


{Patient 
UPractice§ 


Selection of cases 
Diagnosis and treatment 
Patient education 


as-a-whole, not elements of either. 


Diagnostic 
Educational 


to find similarities and differences. 


. do not verbalize . . . 


ORIENT THE PATIENT on Ais condition, not a// periodontal treatment. 
Purpose: Develop proper attitudes on part of patient 


Patient must show: Confidence 
Acceptance of limitations 
Cooperation 
in treatment in home care in diet in recall 


elimination of effects 
raising of resistance, etc. 
Roentgenogram casts 
METHOD: Study Preliminary history 
Results of tests, etc. 


flimination of etiology 


in order to 
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A field trip to a medical ward of a 
hospital may be the basis of writing a 
term paper. There are enough men on 
the staff here with enough hospital con- 
nections to be able to arrange for this. 
Thus the student will see many cases 


begin placing one or two into function 
but the proper functioning of these proj- 
ects can only be through the cooperation 
of every member of the staff. Certain se- 
lected students may cooperate and make 
models, etc., as a term project. 


“cause” were deleted from our vocabularies and dictionaries. 
Causation, however, is amenable to analysis. A simple scheme, developed years ago 


which may or may not have oral manifes- It is generally accepted that education 7 
tations at the time but yet he will have must be concrete in providing experiences } Mecti 
concrete experiences upon which he can out of which there will develop general. J at 12 
later rely when abstraction from lectures izations. Thus the basis is the concrete 7 
will be necessary. experience. Education’s greatest weak- J ay y 
This field trip will also serve to 1) mess appears when the student is made to being 
create teaching situations for cultivation memorize rules and concepts when they | pi s/; 
of keenness, observation, etc., 2) to have never had the basic experiences to 124 E 
serve as a means of arousing specific in- understand them. saad 
, terests as in diagnosis, 3) to supplement 
J classroom instruction, 4) to verify previ- BIBLIOGRAPHY 
ous information and 5) to summarize and Dale, E.—Audio-Visual Methods in Teaching, 
coordinate material previously studied. State Teachers College Bulletin, 
s These suggestions can be elaborated vol. 26, no. 4, Dec. 1946. — 
- upon and plans formulated to attempt to wae vol. IV no. 8, Dec. 15, 1947, ‘ 
i Penns} 
3 to sur 
¢ Etiology in Geriatrics Clinic: 
and sc 
. Analysis of causation is not easy or simple. Nothing ever happens from a single 
* cause. Not even common, daily things, like rain or love or babies. Invariably several A 
. factors are involved, sometimes many, rarely only a few. When people ask, as they 500 P 
a all too often do, “What is the cause of high blood pressure?” or “What is the cause of =n 
4 war ?"’—tsinking men must shudder. There is no such thing as “the cause of’; there are T 
i only causative factors. It might help the next generation if the singular of the word and 1 


; when teaching medical students to think, has proven significantly helpful to many people. 
4 Causative factors may be classified under three headings, which, for the sake of euphony, 
' which helps memory, we called the three P’s: Predisposing, Provoking, and Perpetuating 
‘ factors. All three groups of factors are invariably represented in the causation of any- 
¢ thing, though they are not always of equal significance.- Analysis of causation along these 
lines is extra-ordinarily revealing. Try it in analyzing some of your everyday problems. 

To illustrate with a fairly obvious example, we may cite the case of a man walking 
along the margin of a cliff who stubs his toe, falls over the edge and breaks his neck. 
Included under the heading Predisposing Factors are: (1) the fact that he was at the 
edge of a cliff, and (2) the fact that he was inattentive as to where he was walking. Had 
he stumbled anywhere else but at the cliff edge, nothing much would have happened; 
had he been attentive to where he put his feet, he would not have stumbled. The pro- 
voking factor was the stumble and loss of balance. Perpetuating his fall were the force In ack 


of gravity and the height of the cliff. Thus he broke his neck. In this instance the for te 
predisposing and provoking factors are of about equal significance. ; 

Infective illness closely parallel this example. The bacteria constitute the provocative XR: 
cause but the condition of the barriers of resistance is equally important. Thus we Mac 
become ill, say with typhoid fever, either because we are exposed to a few typhoid sare 
bacilli at a time when our barriers of resistance are low, or because we are inundated by oa 
a huge dose of virulent bacteria which overwhelm even good barriers of resistance. In 7 
the first instance, predisposition played a major role, in the second, the provocative eligib 


factors were dominatingly important. But both factors always must be considered. Our 
health-reserves prior to infection and the virulence of the organisms are very important 
elements in determining the duration and severity of an infection. 
from The Second Forty Years by Edward J. Stieglitz, M.D., Philadelphia, 
J. B. Lippincott Co., 1946. 
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ANNOUNCEMENTS 


A.A.D.M. Midwinter Meeting 


The American Academy of Dental Medicine will hold its Annual Mid-Winter 
Meeting and Luncheon, at the Hotel Pennsylvania, on Sunday, December Sth, 1948, 
at 12:30 P.M. Dr. Sidney Sorrin, Chairman. 


Ten Round Table discussions on Dental-Medical subjects will be presented. 
All members and interested dentists and physicians are invited. This meeting is 
being held one day before the “Greater New Meeting” of the First and Secon:! 
District Dental Societies. Address to: Dr. William M. Greenhut, National Secretar, , 
124 East 84th Street, New York, 28, N. Y. Programs will be mailed to all members 
and those who request them. 


Greater New York Meeting 


The Twenty-fourth Annual Greater New York Dental Meeting will be held at the Hotel 
Pennsylvania, New York City, December 6, 7, 8, 9, 10, 1948. The program this year promises 
to surpass all previous efforts and is replete with forty-eight registered clinics of one and one- 
half hours duration, together with an entirely new group of Essays, Topic Discussions, Table 
Clinics and Visual Education films. The popular “In Our Opinion” program will be repeated 
and some interesiing symposiums will be offered. 


All Hotel reservations will be handled by the New York Convention and Visitors Bureau, 
500 Park Avenue, New York 22, N. Y., and ideal service will be rendered all who request 
accommodations. 


The Exhibits Halls will be open from 12:00 Noon to 9:00 P.M., Monday through Thursd.y, 
and 10:00 A.M. to 6:00 P.M. on Friday. 


Post Graduate Courses At Ohio State 


Anatomy of Head and Neck Dr. Edwards Sept. 20-24 
Partial Dentures Dr. Steffel Sept. 27-Oct. 1 
X-Ray Dr. Spangerbers Oct. 11-15 
Oral Pathology Dr. Robinson Oct, 18-22 
Full Dentures Dr. Boucher Oct. 25-29 
Periodontia (A) Dr. Wilson Nov. 1-5 

Oral Surgery Dr. Snyder Dec. 6-10 


In addition, another postgraduate course in Periodontia will be offered for one-half day per week 
for ten weeks beginning September 29. 

Anatomy, Full Dentures, Oral Pathology, Oral Surgery, Partial Dentures, Periodontia, and 
X-Ray will be offered again during the Winter and Spring Quarters. During the Spring Quarter 
(March 28 to June 11) the following courses will be offered: Crown and Bridge, Ch'ldren’s 
Dentistry, Dental Caries Control, Operative Dentistry, and Oral Hygiene for dental hygienists. 

The fee for all the courses except Oral Surgery (which is $100) is $50. Veterans are 
eligible to take this work under the G. I. Bill of Rights. 

Further information and application may be obtained from the Postgraduate Division of the 
College of Dentistry, Ohio State University, Columbus 10, Ohio. 


HAMILTON B. G. ROBINSON 
Director of Postgraduate Division 
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